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Article
Introduction
Client self-assessment of support needs is a relatively novel 
phenomenon in domiciliary aged care (Abendstern, Hughes, 
Clarkson, Tucker, & Challis, 2011; Challis et al., 2009; 
Griffiths, Ullman, & Harris, 2005). To date, there is limited 
evidence regarding the role and effectiveness of such a self-
assessment process within a domiciliary aged care context. 
This article presents the findings of a pilot study that investi-
gated (a) whether such a self-assessment approach assists 
older people to identify their care needs, (b) the degree to 
which self-assessed needs differ from an assessment con-
ducted by professionals, and (c) whether the assistance of 
care professionals during the self-assessment process affects 
outcome scores. Following a short review of the literature, 
this article provides an introduction to domiciliary aged care 
assessment within the Australian context, outlines the aims 
of the project this study is based on, followed by a summary 
of the methodology and methods used, an overview of the 
findings, and their discussion. The article suggests that while 
a co-assessment approach has the potential to assist older 
people to gain a better understanding of their health and 
social care needs as well as the assessment process and its 
wider ramifications, client self-assessment should be seen as 
part of a co-assessment process involving both clients and 
care professionals. The article outlines a range of issues that 
need to be systematically addressed by researchers to gain a 
better understanding of the utility of co-assessment within a 
domiciliary aged care context.
Review of the Literature
Self-assessment is increasingly relied on by policy makers 
and care professionals in a range of health and human ser-
vices settings; it is used, for example, to assess the eligibility 
of clients or to determine their support needs (Griffiths et al., 
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Abstract
Self-assessment of support needs is a relatively new and under-researched phenomenon in domiciliary aged care. This article 
outlines the results of a comparative study focusing on whether a self-assessment approach assists clients to identify support 
needs and the degree to which self-assessed needs differ from an assessment conducted by community care professionals. 
A total of 48 older people and their case managers completed a needs assessment tool. Twenty-two semi-structured 
interviews were used to ascertain older people’s views and preferences regarding the self-assessment process. The study 
suggests that while a co-assessment approach as outlined in this article has the potential to assist older people to gain a 
better understanding of their care needs as well as the assessment process and its ramifications, client self-assessment should 
be seen as part of a co-assessment process involving care professionals. Such a co-assessment process allows older people 
to gain a better understanding of their support needs and the wider community aged care context. The article suggests that 
a co-assessment process involving both clients and care professionals contains features that have the capacity to enhance 
domiciliary aged care.
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2005). However, the usage of self-assessment methodologies 
within a community aged care context is a more recent phe-
nomenon and there is little research evidence to inform pol-
icy or practice. Griffiths et al. (2005) conducted a major 
review of the literature focusing on self-assessment within 
an aged care context. The authors highlighted major gaps in 
the evidence base on self-assessment. They concluded that 
self-assessment should not be seen as a replacement of a pro-
fessional assessment but rather as a supplement to generating 
a more holistic perspective. However, their study did not 
yield any examples of needs-focused self-assessment within 
a community aged care context.
In the United Kingdom, where client self-assessment has 
become part of a larger personalization agenda (Xie, 
Hughes, Sutcliffe, Chester, & Challis, 2012), self-assess-
ment has been piloted and evaluated in 11 English authori-
ties (Abendstern et al., 2011; Challis et al., 2009; Challis 
et al., 2008). The evidence that can be derived from this 
pilot has limitations that are commonly found in social care 
implementation studies (limited sample sizes, uneven 
implementation of the intervention in pilot sites including 
differences regarding the definition of self-assessment, and 
self-selection of participants, among other things) and that 
are associated with the usual contextual constraints. 
Findings from this evaluation suggest that users had no 
preference when it comes to case manager-led assessment 
or self-assessment. As long as they were conducted face-to-
face, users were extremely satisfied with either option 
(Challis et al., 2009; Challis et al., 2008). However, users of 
online self-assessment found the experience less satisfying 
than either face-to-face option (for a contrasting view, see 
Purdie, 2003). Moreover, people from a “British Asian” 
background, people with cognitive issues, and those who 
rated their health “less than very good” found self-assess-
ment more difficult than other users (Challis et al., 2009; 
Challis et al., 2008). People with “low mood” and males 
found the process less satisfactory but not more difficult 
(Challis et al., 2009; Challis et al., 2008). In terms of its 
application, the evaluation team found that self-assessment 
requires appropriate targeting and a consensus within ser-
vice provider organizations as to what the process should 
achieve, how it is to be used, and how it is to be integrated 
into the existing service context (Abendstern et al., 2011). 
The overall conclusion of the evaluation team mirrors that 
of Griffiths et al. (2005) suggesting that self-assessment 
adds a client perspective and “appears to have greatest util-
ity when it complements existing processes, rather than to 
substitute them” (Challis et al., 2008). The authors further 
suggest that self-assessment benefits from the presence of a 
mediator or facilitator and/or a staff member to translate the 
“assessment into an appropriate response” (Challis et al., 
2008). What remains unclear from this literature is whether 
the involvement of such a mediator (in many instances, a 
case manager) in the client self-assessment process influ-
ences the outcome score.
Context, scope, and role of self-Assessment in Australia. The 
Australian government is currently in the process of convert-
ing the conventional community aged care packages into 
consumer-directed care packages. This transition is to be 
completed during the 2014-2015 financial period. While 
older Australians will have greater control over, and input 
into, the decision making process underpinning their care 
arrangements, this does not extend to the assessment pro-
cess. However, this reform agenda did not affect the policy 
context in which the research was being conducted.
Within the policy context that framed the research, assess-
ment of community aged care needs and resource allocation 
decisions typically involved three steps:
1. The Australian Government delegated to Aged Care 
Assessment Teams (ACATs) the responsibility of 
approving people for subsidized care under the Aged 
Care Act 1997. According to the guidelines issued by 
the Department of Health and Ageing (DoHA), 
ACATs are to utilize screening tools measuring medi-
cal, physical, social, and psychological needs to 
determine whether an older person is eligible for a 
low care or high care Commonwealth-funded aged 
care package. In practice, tools are used on a “as 
needed” basis and only some of the tools are system-
atically used with all clients (Moore, Haralambous, 
& Xiaoping, 2009). Following ACAT approval, 
applicants are placed on a waitlist from which they 
are selected by service provider agencies.
2. Care packages are held and administered by commu-
nity aged care providers. Once a package becomes 
available, the service provider agency reviews the 
waitlist. Clients that are not within the service pro-
vider’s target group are screened out. Subsequently, 
client needs (low/medium/high) are reviewed against 
the resources the agency has at its disposal (i.e., type 
of care package that is available, financial resources, 
case management skills). If more than one match is 
identified, a person’s priority rating and length of 
time on the waitlist is taken into account before an 
offer is made. In other words, during the client selec-
tion process needs-based priorities established by 
ACATs are re-ordered by the operational priorities of 
service providers (Moore et al., 2009).
3. While the initial ACAT assessment is intended to pro-
vide an indication regarding resource needs and inform 
the development of a care plan by community aged 
care providers, this is only, to a limited degree, the 
case. Service providers tend to make unsystematic use 
of ACAT assessment data. A Victorian study suggests 
that less than 50% of Victorian service providers rou-
tinely use the health and social context assessment 
provided by ACATs to allocate resources (Moore et al., 
2009). Indeed, service providers often rely on an infor-
mal resource allocation process that takes into account 
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the overall budget position of the agency. This process 
determines how much of a package is to be retained by 
the agency for overheads and other allocations, how 
much is passed on to a client to pay for direct services, 
and how much is to be placed in a pool of funds to 
cross-subsidize other clients. To make resource alloca-
tion decisions, case managers often use their expert 
opinion to re-assess client needs against a framework 
of operational imperatives and the ill-articulated needs 
of other clients within the organization.
Researchers have argued for some time that this amalgam 
of client needs and operational imperatives not only compro-
mises the needs-led quality of the assessment but also under-
mines the whole assessment process by replacing the validated 
measures at its core with an expert option assessment based 
on subjectively defined notion of “need” (Caldock, 1994; 
Ellis, 1993; Hardy, Young, & Wistow, 1999; Richards, 2000); 
unsurprisingly, it has been found that this kind of approach 
leads to inconsistent care outcomes (Caldock, 1994; Ellis, 
1993; Hardy et al., 1999; Richards, 2000). Self- or co-assess-
ment approaches harbor the promise to address some of these 
issues. While experiments with self-assessment in commu-
nity aged care have shown some promise in the United 
Kingdom (Abendstern et al., 2011; Challis et al., 2009; Challis 
et al., 2008), in Australia self- and co-assessment approaches 
have not been investigated within this context.
About the study. This pilot study was designed to explore the 
application of self-assessment within an Australian commu-
nity care context. In this study, the self-assessment process 
substituted the re-assessment process conducted by service 
providers. Its role was both instrumental and didactic. The 
aim was to introduce a simple, coherent, and transparent sys-
tem that could be used as an indicative measure of a client’s 
needs that could then be refined in conversation with the cli-
ent. Another important aim was to alert clients to the fact that 
their needs were being assessed and inform them about the 
content of the assessment and its consequences in terms of 
resource allocation. This article reports on the outcomes of 
this client self-assessment pilot project.
Method
The research questions addressed by this study were the 
following:
Research Question 1: Does a self-assessment approach 
assist older people to identify their care needs?
Research Question 2: To what degree do older partici-
pants’ self-assessed needs match with the needs assess-
ment conducted by care professionals?
Research Question 3: Does the assistance of a care 
professional during the self-assessment affect outcome 
scores?
To systematically explore these questions, we used a 
mixed-methods evaluation involving a self-assessment sur-
vey comparing the assessment scores of older people with 
those of “expert” aged care case managers, semi-structured 
interviews, as well as demographic data and an audit tool. 
The demographic data were collected as part of a larger proj-
ect evaluation focusing on a consumer-directed care project 
(Ottmann, Laragy, & Allen, 2012).
Nature of the Intervention
The self-assessment process was evaluated as part of a larger 
research project (Ottmann et al., 2012). Participants were 
asked by their case managers to complete the self-assessment 
questionnaire to assess their perceived level of need for 
seven domains (Question 1 [Q1] meeting personal care 
needs, Question 2 [Q2] meeting nutritional needs, Question 
3 [Q3] practical aspects of daily living, Question 4 [Q4] 
physical & mental health & well-being, Question 5 [Q5] 
relationships & social inclusion, Question 6 [Q6] choice & 
control, and Question 7 [Q7] risk) by associating their condi-
tion with given statements (e.g., “I need help with doing 
some things around the home”). In addition, their case man-
agers were asked by the research team to complete the same 
questionnaire assessing their client’s needs. Case managers 
were instructed to support their clients in this process only if 
required. The case managers had an in-depth knowledge of 
the needs of these clients as they had been assisting them 
over a period of at least 6 months prior to the commencement 
of the study. Case managers were asked to forward a copy of 
the completed assessment forms to the research team.
Moreover, case managers were instructed to use the scores 
generated by this co-assessment process as the basis for a 
discussion with their clients. Scores were to be compared 
and differences mediated, leading to a potential revision of 
scores. In addition, this assessment-focused discussion was 
to take into account contextual factors influencing the cli-
ent’s needs not captured by the assessment tool. The aggre-
gated score was used to determine the resource to be allocated 
to clients to purchase services to meet their assessed needs. 
The allocated amount was proportional to their level of need 
(e.g., the greater their care needs the higher the amount of 
funds allocated). The funding level could be adjusted by con-
ducting a re-assessment. Clients could query the outcomes of 
self-assessment outcomes by submitting a complaint to man-
agement requesting a review of the process. The process was 
to be repeated whenever a client’s support needs would 
change significantly.
The template underpinning the self-assessment tool used 
in this study was developed by In Control UK and consisted 
of the Self-Assessment Questionnaire 1 (Older Adults-
RAS4). The template was adapted to the Australian context 
making use of a coproduction process (Ottmann, Allen, 
Laragy, & Feldman, 2011) involving 13 community aged care 
recipients and their carers as well as seven case managers 
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Table 1. Kappa Score Taxonomy.
Kappa Interpretation
<0 Less than chance agreement
.01-.20 Slight agreement
.21-.40 Fair agreement
.41-.60 Moderate agreement
.61-.80 Substantial agreement
.81-.99 Almost perfect agreement
Source. Viera and Garrett (2005).
involved in the larger evaluation. The self-assessment tool 
was introduced to these two groups. Its members deliberated 
over the utility of its content and submitted requests for 
changes to the researchers who moderated the groups. 
Changes were incorporated until the assessment form was 
endorsed by both groups.
Data Collection
Participants formed part of a larger consumer-directed care 
evaluation (Ottmann et al., 2012). Participants were recruited 
between July and October 2010. Case managers provided 
around 600 eligible community aged care clients with infor-
mation regarding the larger project and asked interested par-
ties for permission to forward contact details to the research 
team. A total of 87 participants enrolled in an intervention 
group at baseline, which represents an uptake of approxi-
mately 14.5%.
Assessment form data were captured at the larger project 
baseline between July and October 2010. A total of 64 assess-
ment forms were received by the research team. A researcher 
collected the assessment data and entered scores into an 
excel spread sheet. Scores were then transferred into IBM 
SPSS 21 and STATA 12 for quantitative data analysis.
Client Demographic data consisting of client names and 
their corresponding project identification numbers, age, pre-
ferred language, socio-economic background, package type, 
cohabitation status, dementia status, and communication 
needs were collected by a survey tool administered by the 
case manager. The client demographic data were collected as 
part of the larger study. Audit Data collected by the researcher 
included form completion/submission status, notes regarding 
the type of assistance provided to clients, and general 
comments.
Semi-structured interviews were conducted to capture 
participants’ views regarding the utility of the co-assess-
ment process. The semi-structured interviews were con-
ducted as part of the larger project evaluation. Interviews 
took place between October and December 2011 and took 
place by phone or, upon special request, in participants’ 
homes. Participants were asked to respond to the question 
whether they found the process useful. They were then 
asked to explain in what way the process was useful for 
them. Interviews lasted between 25 min and 1.5 hr. 
Interviews were audio recorded, de-identified and tran-
scribed. Interviewees’ names were replaced with codes 
reflecting the total of 56 interviews conducted as part of the 
larger study.
Semi-structured interviews transcripts, demographic data, 
and assessment data were linked by means of the project 
identification number. Only 22 semi-structured interviews 
(out of a total of 56 conducted as part of the larger study) 
could be linked to the assessment and demographic data. The 
remaining 23 participants withdrew from the study and 3 
were too unwell and could not be interviewed. This attrition 
rate of 46.0% is substantially higher than that of the larger 
study (38.4%). This is probably due to the fact that this proj-
ect attracted a disproportionately high number of carers.
Data Analysis
Of 64 completed records, 16 were completed by one party 
(participant or case manager) only and were removed, leav-
ing 48 completed records. The weighted outcomes captured 
by the assessment forms were translated into scores on linear 
4- or 5-point scales. It is important to note that these scales 
express a wide spectrum of care needs ranging from minimal 
or no assistance required to assistance required with most 
activities of daily living. Hence, a divergence of one level on 
the scales implies markedly different care needs.
To explore the overall (total care need scores) agreement 
between participant and case manager samples, a Bland–
Altman plot was generated. Altman and Bland (1983) sug-
gested an approach to investigating the magnitude of 
agreement between two methods of assessment involving 
graphic presentation and straightforward calculations 
(Altman & Bland, 1983). The Bland–Altman plot charts the 
difference in participant and case manager assessments on 
the vertical axis against the average of the two assessment 
scores on the horizontal axis. The average of the two assess-
ments for each individual is considered a better estimate of 
the actual support need than either assessment alone. Hence, 
the Bland–Altman plot enables a visual inspection of the 
association between the difference in assessments and the 
magnitude of support needs. We also computed Spearman’s 
to examine the magnitude of correlation between the two 
assessment scores. In addition, to analyze the inter-observer 
agreement, we calculated the Kappa Statistic for each of the 
domains (Viera & Garrett, 2005). The Kappa Statistic is an 
appropriate method when analyzing inter-observer variation 
of nominal and ordinal categorical data when two or more 
observers use the same measurement technique. Table 1 pro-
vides a guide of how Kappa scores can be interpreted. To 
analyze patterns in demographic data, we conducted t tests 
and chi-square analysis.
Demographic data were compiled using descriptive sta-
tistics generated by SPSS. The audit data were used to deter-
mine the level of support participants received from their 
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case managers. Where this could not be inferred from the 
audit data, case managers were contacted by a researcher and 
asked to provide this information retrospectively.
Semi-structured interview data were managed using NVIVO. 
An inductive and deductive thematic analysis (Fereday & Muir-
Cochrane, 2000) was used to identify key themes. A total of five 
key themes (awareness raising, clarification of health and care 
needs, ease of use, health promotion, and utility of question-
naire) and eight sub-themes were identified.
The study was approved by Deakin University’s Human 
Ethics Committee.
Findings
The following section presents the findings of the study. A 
demographic overview of participants is provided before 
describing the assessment form data and the degree of agree-
ment between the two samples. Finally, the key themes 
derived from the semi-structured interviews are introduced.
Participants
The sample of participants (n = 48) comprised older people 
above the age of 65 (31.4% male and 68.6% female) with 
complex care needs involved with two community aged care 
providers in Melbourne’s Eastern Region. Their mean age 
was 79.8 years (SD = 8.96). Around two thirds (66%) of the 
participants were born in Australia and a minority (13.4%) 
spoke a language other than English at home. Around two 
thirds (67.2%) were from a lower socio-economic back-
ground and received a means-tested aged care pension and 
7.3% of participants received a disability support pension. A 
significant minority (26.8%) was eligible for a high care 
Commonwealth aged care package, whereas the majority 
(73.2%) of participants received low care support. Around 
41% of the participants lived alone and around half (52%) of 
the participants lived with a partner or family. Around 8% 
had a confirmed diagnosis of dementia.
Comparing Aggregate Client and Case Manager 
Scores
A total of 48 assessment forms were completed by both cli-
ent and case manager. Aggregate scores consisted of a total 
of 335 individual ratings where differences could have 
occurred. Overall, they were closely matched. The mean 
scores generated were 19.9 (clients) and 20.3 (case manag-
ers) out of a possible total of 32. This suggests that most 
participants required at least some assistance (e.g., some 
assistance with meals preparation, laundry, shopping, etc.) 
with their activities of daily living. A total of 23 identical and 
25 diverging aggregate scores were recorded.
A scatterplot of aggregate care needs assessment scores 
generated by participants and case managers is presented in 
the left hand section of Figure 1. The 45 degree slope (the line 
of equality) represents perfect agreement between the two 
assessments. If all points in the scatterplot were on the line of 
equality both response groups would be in perfect agreement. 
The right hand section of Figure 1 features a Bland–Altman 
plot of difference (client scores minus case manager scores) in 
aggregate care needs scores. The horizontal line through zero 
indicates no difference between the two assessment scores. 
Around half of the points were distributed on this line indicat-
ing that assessments of total care needs scores were equal for 
these participant and case manager assessments. Overall, par-
ticipants assessed their needs lower than case managers by an 
average of 0.36. This is indicated by the thick broken line on 
the Bland–Altman plot. For about 95% of participants, the 
Figure 1. Scatterplot of total care need scores assessed by participant against case manager, with the line of equality indicated (left); 
Bland–Altman plot of difference in total care need scores (participant assessment minus case manager assessment) against the mean of 
the two assessments (right).
by guest on April 10, 2014Downloaded from 
6 SAGE Open
Table 3. Kappa Statistics by Assessment Domain.
Domain Observed agreement (%) Expected agreement (%) Kappa SE p > Z
Q1. Personal care 87.50 22.44 .839 0.076 .000
Q2. Nutrition 85.42 25.35 .805 0.079 .000
Q3. Practical daily living 79.17 29.73 .704 0.085 .000
Q4. Mental and physical health 68.75 28.56 .563 0.086 .000
Q5. Social inclusion 85.42 25.04 .805 0.083 .000
Q6. Choice and control 91.67 37.63 .866 0.096 .000
Q7. Risk 76.60 25.67 .685 0.079 .000
difference in total care need scores are within two standard 
deviations of the mean difference. This interval is (−3.96) to 
(3.23) and is represented by the grayed area.
Aggregate score differences ranged from −7 to +6 (nega-
tive numbers denote that the clients assessed their needs 
lower than the case manager). A total of 15 aggregate client 
scores were lower than the scores generated by their case 
managers and nine client scores were higher than their case 
manager scores. Two client/case manager pairs differed in 
the way they assessed needs but arrived at the same total 
score. Of the assessments resulting in different scores, 11 dif-
fered by one point (−1 or 1), 6 by two points (−2 or 2) and 7 
differed by more than two points.
Comparing Individual Domain Scores
Overall, identical client and case manager scores constituted 
82.1% of all scores. Table 2 demonstrates that client and case 
manager scores were closely matched for the domains of Q1 
(meeting personal care needs), Q2 (nutritional needs), Q5 (rela-
tionships and social inclusion), and Q6 (choice and control) 
with identical scores making up between 85.4% and 91.7% of 
the scores. The range of the score differences was typically 
between +1 and −1 level on the 4- or 5-point scales. A score 
difference greater than 1 was produced on three occasions.
The domains of Q3 (practical aspects of daily living), 
Q4 (physical and mental health and well-being), and Q7 
(risk) differed more substantially with identical scores 
making up between 68.8% and 79.2% of the total scores in 
each domain. In other words, more than 20% of clients pro-
duced scores that differed from those of their case manager. 
The domain of Q4 generated the largest percentage (31.2%) 
of differing scores. Also, Q4 produced the highest number 
of scores (4) differing by more than one level. Q7 was the 
only domain in response to which clients were more likely 
to score their needs higher than the scores produced by their 
case managers.
Kappa Statistics were calculated to analyze inter-observer 
agreements by domain. The Kappa provides a “quantitative 
measure of the magnitude of agreement between observers” 
taking into account that some agreement occurs purely by 
chance (Viera & Garrett, 2005). A Kappa of 1 expresses per-
fect agreement, whereas a Kappa of 0 expresses an agree-
ment equivalent to chance. Negative values express 
systematic disagreement between observers. The Kappa 
scores reflect the findings presented above. While the 
domains of Q1 (meeting personal care needs), Q2 (nutri-
tional needs), Q5 (relationships and social inclusion), and Q6 
(choice and control) generated Kappa scores greater than .8 
(almost perfect agreement), Q3 (practical aspects of daily 
living), Q4 (physical and mental health and well-being), and 
Q7 (risk) produced Kappa scores signaling a more moderate 
agreement only. Table 3 provides an overview of the Kappa 
scores by domain.
Table 2. Frequency of Level of Score Differences by Assessed Domain.
Level of divergence
Q1 Personal 
carea %
Q2 
Nutritiona %
Q3 
Practical 
daily livinga %
Q 4Mental 
and physical 
healthb %
Q5 Social 
inclusionb %
Q6 Choice 
and controlb % Q7 Riska %
Total 
Frequency
Total 
valid %
−3.00 1 2.1 1 0.3
−2.00 1 2.1 1 2.1 3 6.3 1 2.1 6 1.8
−1.00 4 8.3 4 8.3 7 14.6 7 14.6 4 8.3 2 4.2 3 6.4 31 9.3
0.00 42 87.5 41 85.4 38 79.2 33 68.8 41 85.4 44 91.7 36 76.6 275 82.1
1.00 1 2.1 2 4.2 2 4.2 4 8.3 3 6.3 1 2.1 6 12.8 19 5.7
2.00 1 2.1 1 2.1 1 2.1 3 0.9
3.00  
Total 48 48 48 48 48 48 47 335 100.0
Note. Negative values in the 'Level of divergence' column refer to participants assessing their needs as lower than their case managers. Positive values refer to participants 
assessing their needs as higher than their case managers.
One missing value in Q7.
aFive-point scale.
bFour-point scale.
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Assisted Self-Assessment Versus Un-Assisted Self-
Assessment
A total of 20 clients (41.7%) received assistance with the 
self-assessment form from their case managers. With 4 
exceptions, all of the scores of this subset of clients and case 
managers were identical. Two of the client self-assessment 
forms were completed by case managers and family carers. 
By contrast, only 7 of the 28 scores generated without the 
assistance of case managers were identical. A chi-square 
analysis suggests that this pattern is statistically significant 
(p < .001). Table 4 provides an overview of the client and 
case manager assessment aggregate scores.
Semi-Structured Interviews
The qualitative aspects of this study focused on the client 
experience of the self-assessment process. Clients were 
asked whether they found the process useful. If they did, they 
were asked to explain why they thought the process to be 
useful. Of the 48 clients, 5 withdrew from the study due to 
illness, transfer into a residential aged care facility, or death 
before an interview could be conducted. A further 3 were too 
ill to be interviewed. Of the remaining 40 clients, a total of 
19 clients and 3 carers participated in a larger study that col-
lected qualitative information about client satisfaction with 
the self-assessment process. Three carers responded on 
behalf of clients who were either too ill or cognitively 
impaired to be personally interviewed.
Half the participants (11) found the self-assessment process 
to be positive and helpful. Five of these had been assisted by 
their case managers. Clients explained that the process assisted 
them “becoming aware of what was available in terms of ser-
vices and equipment” (SA020), raising issues they may not 
have thought about when asked about their own needs, and 
helped to clarify their expectations of what the service agency 
needed to know to deliver targeted services. Clients also 
thought that the assessment process gave the agency a clearer 
picture of their needs, what a “client can and cannot do” 
(SA020), and allows clients to compare and track changes in 
their needs over time (SA050). The process was described as 
“straightforward” (SA033) and “quite easy to do” (SA007). 
One client mentioned that she became aware that it was not in 
her interest to over-emphasize her capacity as this may reduce 
the amount of resources available to her (SA037).
The interview excerpts contained in Table 5 provide an 
overview of client responses regarding the utility of the self-
assessment form and their experience of the overall co-
assessment process.
Two clients and two carers were either ambivalent about 
the experience or regarded the experience as negative. They 
regarded the process as “confusing” (SA002, SA014) due to 
the “terminology” used (SA014) or because “it did not 
cover” items such as medical issues (SA002). One client 
commented that the form was easy to complete but was not 
particularly helpful as it failed to highlight the client’s needs 
(SA046). Two of these clients and one carer had received the 
assistance of a case manager to complete the form. One cli-
ent indicated that she would like to repeat the self-assessment 
process because she was not in the right “frame of mind” 
when she was first asked to complete it (SA022).
Table 4. Comparison of Client and Case Manager Aggregate 
Assessment Scores by Type of Assessment.
Number of 
aggregate scores
Mediated self-assessment
 Identical scores 16
 Identical aggregate scores but different 
domain scores
2
 Lower scores (than case manager scores) 1
 Higher scores (than case manager scores) 3
Self-assessment
 Identical scores 7
 Lower scores (than case manager) 13
 Higher scores (than case manager) 5
Total 48
Note. Incomplete Records: 1.
Table 5. Interview Excerpts Highlighting Client Experience and 
Utility of Assessment Process.
Excerpt 1
 Facilitator: In what way did you find that useful? . . .
 Interviewee: To define what I want and what I can’t get, sort of 
thing, you know.
Excerpt 2
 Facilitator: In what way would that be useful do you think?
 Interviewee: Well things have changed from the previous filling 
in till now.
 Facilitator: So it’s interesting to track that?
 Interviewee: Yes, as a comparison. You fill it in as the situation 
is at the moment but 12 months down the track the 
situation’s probably different.
Excerpt 3
 Facilitator: And in what way was that useful do you think?
 Interviewee: Well that just shows how much you can do, you 
know . . .
Excerpt 4
 Facilitator: Could you explain in what way [the process] was useful 
for you?
 Interviewee: I think it actually detailed aspects of everyday 
living that made you really think about how much . . . care you 
needed in that specific area . . . So it made you think a little 
more about the details of your needs
Excerpt 5
 Facilitator: In what way was the process useful?
 Interviewee: Well it probably answered some of the questions 
that I might not have thought of . . .
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Five participants were unable to recall the self-assessment 
process. Four of these clients had been assisted by their case 
managers to complete the form. Three of these had cognitive 
impairments. Two carers who were interviewed on behalf of 
a client were unable to answer questions regarding the self-
assessment form as they had not participated in the assess-
ment process.
In most cases, disagreements between clients and case 
managers regarding assessment scores could be resolved by 
means of a reflective discussion. None of the clients made 
use of the complaints mechanism demanding a review of the 
process. Only one case manager reported that she was unable 
to reach an agreement with a client concerning an assessment 
score differential of one level.
Discussion
This section features the limitations of this study followed by 
discussion of the level of agreement between client and case 
manager scores, client under-assessment of their care needs, 
assisted self-assessment, and the experience and utility of the 
co-assessment process.
Limitations
The most important limitation of this study is its relatively 
small sample size. This limitation renders this article’s find-
ings tentative and in need of confirmation. While the find-
ings of the present study largely resonate with research 
conducted outside Australia, it is desirable to validate the 
findings of this study with research involving a larger sam-
ple. Indeed, a larger mixed-methods follow-up study (pro-
jected n = 150) is currently underway. It is also important to 
note that the sample population consisted of existing clients 
and their case managers. It is likely that a sample composed 
of clients new to community aged care would have generated 
different outcomes.
Level of Agreement Between Client and Case 
Manager Scores
Overall, client assessment scores and case manager assess-
ment scores resulted in a high level of agreement. In part, the 
considerable level of agreement between clients and case 
managers is due to the fact that case managers assisted almost 
half of the clients in this sample. Also, the self-assessment 
form converts a wide range of client needs (no care needs to 
assistance with all activities of daily living) into narrow 4- or 
5-point scales. This means that even a score difference of one 
represents a markedly diverging representation of a client’s 
care needs. Furthermore, it is important to bear in mind that 
score divergences are potentially amplified when scores are 
weighted. Indeed, although the confidence interval (−3.96 to 
3.23) appears relatively narrow at first sight, the width of the 
interval translates into a 22.5% score difference of total 
possible scores. Within the context of the larger project, this 
translates into a difference of around Aus$1,350 per annum 
(low care package) and Aus$3,600 (high care) in direct ser-
vices funds for clients located at the opposing outer limits of 
the confidence interval. Hence, while the statistics demon-
strated considerable agreement, their serious impact in real 
terms is serious. Given the magnitude of dollar value differ-
entials the interval represents, a much narrower confidence 
interval would have been desirable.
Three of the seven domains (Q3—practical aspects of 
daily living, Q4—physical and mental health and well-being, 
and Q7—risk) were less closely matched generating Kappa 
scores between .56 and .7. The domain of Q4 stands out as it 
only generated 68.8% of equal scores (Kappa = .56). Of 
these identical scores, 16 were generated with the assistance 
of case managers. Hence, only slightly more than half of the 
un-assisted client and case manager assessments for Q4 
resulted in identical scores. This clearly demonstrates the 
value of obtaining both client and care professional perspec-
tives (see also Abendstern et al., 2011; Challis et al., 2009; 
Griffiths et al., 2005).
The domain of physical and mental health & well-being 
(Q4) is clearly the domain that is most likely to generate dif-
ferences in the way clients and case managers view client 
needs. This is also exemplified by the level of score diver-
gences. While on most occasions (14.9% of all cases) clients 
self-assessment scores varied by one evaluation level, on 10 
occasions client assessments differed by more than one level 
suggesting profound differences in the interpretation of 
needs between case managers and clients. The domain of Q4 
attracted the highest proportion of score differences greater 
than one level. More research is required to illuminate the 
factors that exacerbate scoring variance in client self-assess-
ments focusing on physical and mental health and 
well-being.
Client Under-Assessment of Needs
The findings presented in this article resonate with studies 
suggesting that older people have a tendency to assess their 
own care needs as lower than assessed by their case manag-
ers (Challis, 2008). On average, client aggregate scores were 
0.36 lower than case manager scores. On 11.4% of all occa-
sions clients assessed their needs lower and on 6.6% higher 
than their case managers. This could indicate that clients felt 
more independent and had a more positive view of their 
health and well-being than their case managers. Indeed, a 
growing body of research suggests that for a number of rea-
sons older people tend to rate their own health and well-
being higher than younger people (Fastame & Penna, 2012). 
Interestingly, however, the domain Q7 (risk) produced an 
outcome that contradicts this hypothesis in as much as 
diverging client’s self-assessments scores tended to be higher 
than those of their case managers. Perhaps unexpectedly, 
given the research on the impact of the social desirability 
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effect on the self-assessment of older people (Fastame & 
Penna, 2012), on 22 occasions, clients assessed their needs 
higher than evaluated by their case managers. The client 
interviews seem to suggest that at least some of these clients 
were dissatisfied with the level of resources available to 
them. This may have prompted them to self-advocate and 
assess their needs higher than their case manager’s score.
Assisted Self-Assessment
This study suggests that case manager-assisted client self-
assessment gives rise to more identical assessment scores, 
whereas un-assisted client self-assessment leads to greater 
variance in assessment scores. This scoping study did not 
allow us to determine the degree to which differences in 
opinions emerged in case manager-assisted self-assessments 
and how such differences were voiced and mitigated. Future 
research should focus on how potential differences in needs 
assessments are mitigated during a case manager-assisted 
client self-assessment process. Furthermore, we were unable 
to reliably ascertain the degree to which clients had assis-
tance from family caregivers when completing the self-
assessment questionnaire. Future research should establish 
the degree to which the assistance of family caregivers has 
an impact on client assessment scores. What is more, follow-
up discussions with case managers revealed that case man-
ager assistance was not necessarily a result of client need but 
an outcome of a case manager’s approach to professional 
practice. For example, one case manager provided assistance 
to most of her clients despite the fact that they were higher 
functioning clients. This led us to the conclusion that many 
clients who actually did not need an assisted self-assessment 
process were provided with assistance. More research is 
required to illuminate the relationship between client need 
and case manager assistance.
Utility of and Experience of Co-Assessment
Although the co-assessment process used in this study did 
not provide a detailed clinical assessment, it served well as a 
screening tool able to provide a rough indication of the sup-
port needs of a person. The self-assessment element allowed 
clients to make a dignified acknowledgment of some limita-
tions, without capitulating to a full admission of functional 
losses. This invited case managers to discuss the assessment 
of needs and its consequences and, thus, played an important 
didactic role. Indeed, in about half of the clients participating 
in the qualitative part of the evaluation, the co-assessment 
process raised awareness of the assessment process, its crite-
ria, and available service options, or helped to clarify client 
needs. Further research is required to validate these 
outcomes.
The qualitative evaluation conducted seems to suggest 
that case manager-assisted assessment was slightly more 
positively regarded. Whereas five clients who received case 
manager assistance during the assessment process com-
mented positively on the impact of the self-assessment pro-
cess, three provided negative or ambivalent feedback. While 
the sample size is clearly too small to be representative, the 
outcome resonates with larger studies conducted in the 
United Kingdom (Challis et al., 2009; Challis et al., 2008).
Although the assessment tool used in our study was rela-
tively comprehensive, some clients required case manager 
assistance to complete the form. Particularly people with 
cognitive issues, those facing significant challenges regard-
ing their health, or those who were uncomfortable with the 
English language required extensive case management sup-
port. This echoes the findings of Challis et al. (Challis et al., 
2009; Challis et al., 2008). Interestingly, bi-lingual case man-
agers were unable to translate the self-assessment questions 
to their clients. This suggests that questionnaires have to be 
translated into the required languages and need to be sensi-
tive to cultural differences.
This pilot has important ramifications for the follow-up 
study. It suggests that the role of carers and care profession-
als during the client self-assessment process needs to be 
carefully mapped capturing the level of involvement and 
assistance provided. Moreover, a participant observation 
component would be useful to elucidate the interaction 
between clients and case managers during an assisted self-
assessment highlighting how differences in opinion, as far as 
they occur, are mediated. Also, the intervention needs to be 
carefully implemented to ensure consistency. Finally, partici-
pating care professionals require a thorough introduction to 
the research process to appreciate the need for data integrity 
and adherence to implementation guidelines.
Conclusion
This pilot study suggests that while a co-assessment approach 
as outlined in this article has the potential to assist older peo-
ple to gain a better understanding of their care needs as well 
as the assessment process and its ramifications, client self-
assessment should be seen as part of a co-assessment process 
involving care professionals. The pilot study suggests that it 
might be valuable to obtain information regarding care needs 
from both clients and care professionals. The study also sug-
gests that direct case manager assistance in the client self-
assessment process is much more likely to generate identical 
scores than an un-assisted client self-assessment. More 
research is required to explore how differences between cli-
ent and case manager assessment scores are being mitigated 
within this context. While the participants in this study 
tended to score their support needs lower than their case 
managers, this was not the case when focusing on the domain 
of “risk.” A co-assessment process where clients and case 
managers determine the client’s care needs independently 
and moderate differences in a subsequent discussion con-
tains features that are likely to benefit domiciliary aged care 
clients.
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